Background: New Rural Cooperative Medical Scheme (NRCMS) was developed to improve the health security for rural residents. This study aimed to assess the trend of disparity between coastland and inland in medical expenditure burden for rural inpatients with malignant tumor from 2007 to 2016 under the effect of NRCMS. Methods: The data from medical records of 1,306,895 patients with malignant tumor who had NRCMS in 2932 hospitals was collected. The relative differences [95% confidence intervals (CIs)] between coastland and inland in four medical expense indicators were calculated using generalized linear models to assess the trend of disparity over time.
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Conclusions: Under the effect of NRCMS, the medical expenditure burden of rural inpatients reduced but suffering from malignant tumor was still catastrophic. As a whole, the inland patients had heavier medical expenditure burden than coastland patients. Because of economic factors and medical assistance policies, the medical expenditure burden was similar between coastland and inland low-income patients.
Keywords: Medical expenditure burden, Trend, Disparity, Malignant tumor, New Rural Cooperative Medical Scheme Background Fujian province located in the southeast of China has six coastal cities and three inland cities. Compared to the inland, the industry and agriculture in coastland are more developed due to the convenient transportation, fertile land and other advantages. Because coastal cities face Taiwan across the Taiwan Strait, a lot of Taiwan businessmen are attracted to invest that further promote the economic development of the coastland. According to the Statistical Yearbook of Fujian province, coastland rural residents had higher per capita annual disposable income than inland rural residents and the disparity between coastland and inland became slightly wider over time [1] .
The latest data showed that the age-standardized incidence rate and age-standardized mortality rate by world standard population of malignant tumor in Fujian province was 192.28/100,000 and 123.91/100,000, respectively [2] , which were both greater than national average level (186.53/100,000 and 106.09 /100, 000, respectively) [3] . The malignant tumor had become the leading cause of death among Fujian residents which caused large disease burden [4, 5] . Now that there was the disparity between coastland and inland in economic, was there the disparity between two areas in disease economic burden of malignant tumor?
The State Council of China promulgated New Rural Cooperative Medical Scheme (NRCMS) in 2003, in order to improve the health security, reduce the medical burden, and solve the problems of illness-caused poverty and poverty-caused illness for rural residents [6, 7] . The NRCMS accompanied with Urban Employee Basic Medical Insurance and Urban Resident Basic Medical Insurance constituted the Basic Medical Insurance System in China [8] [9] [10] [11] . The Fujian government selected three pilot counties to carry out the NRCMS in 2004 and achieved good effect [12] . Therefore, the NRCMS was expanded to the whole province in 2007 [13] . The participation rate of NRCMS increased from 85.05% in 2007 to 99.9% in 2015 [14] . More than 20 million Fujian rural residents benefited from this policy. Under the effect of NRCMS, did the disease economic burden of both coastland and inland rural patients with malignant tumor reduce? And how did the trend of the disparity between coastland and inland change over time? In this study, the data of medical expenses from the medical records of inpatients with NRCMS in Fujian Province from 2007 to 2016 was used to describe the medical expenditure burden of coastland and inland rural patients with malignant tumor and analyze the trend of the disparity between coastland and inland in medical expenditure burden over time. The findings will provide evidence for improving the medical insurance system and the equity in health service for Chinese rural residents.
Methods

Data source and study population
The data was extracted from the medical records of inpatients with NRCMS in Fujian Province between 1 January 2007 and 31 December 2016. The database managers in each hospital de-identified medical records by removing names, addresses and telephone numbers of patients before abstracting the data. Every patient was identified by a unique medical record number. To be eligible for this study, patients had to be diagnosed as malignant tumor according to International Classification of Diseases, Tenth Revision (ICD-10).
Between 1 January 2007 and 31 December 2016, all inpatients with malignant tumor who had NRCMS (1,323,291 patients) were entered into the study population. Patient variables included gender, age, residential county, name of disease and ICD-10 code (tumor site), name of admitted hospital, hospital level, surgery or not, medical expense indicators and household income situation (low-income or not). Low-income patients were defined as patients whose household per capita income were below the local minimum living standard. We excluded patients with missing values and/or illogical values. This resulted in a total of 1,306,895 patients in 2932 hospitals which included township, county, municipal and provincial hospitals. The patients were classified into coastland and inland patients according to their residential county.
Medical expense indicators
Four medical expense indicators were used to assess the medical expenditure burden of patients with malignant tumor, as following: (1) Hospitalization expenses: all medical expenses incurred during the hospitalization; (2) Surgery expenses: the expenses for the operation technique during the hospitalization; (3) Reimbursement ratio: calculated as the reimbursement amount divided by hospitalization expenses; (4) Ratio of out-of-pocket expenses to disposable income (OOP ratio): calculated as out-of-pocket expenses divided by disposable income. The out-of-pocket expenses were the differences between hospitalization expenses and reimbursement amount. The disposable income was Table 1 ).
Statistical analysis
Numbers (percentages) were calculated for categorical variables. Means and standard deviations were calculated for four medical expense indicators: hospitalization expenses, surgery expenses, reimbursement ratio and OOP ratio. The disparity between coastland and inland in medical expenditure burden was defined as the relative differences between two areas in medical expense indicators, inland as the reference group. The relative differences [95% confidence intervals (CIs)] were calculated using generalized linear models with logarithmic link function and gamma distribution for each medical expense indicator from 2007 to 2016. The disparity between coastland and inland in medical expenditure burden was considered 'widening' if the difference was moving away from 1.0 and 'narrowing' if the difference became closer to 1.0 over time, regardless of whether initial value was greater or less than 1.0. Over time, if the 95% CIs of differences did not overlap, the change of disparity between coastland and inland was considered statistically significant [16, 17] . Stratified analyses by surgery or not and household income situation were conducted to determine whether the changes of disparity differed across strata. The gender, age, tumor site and hospital level were adjusted in all the multivariate analyses. All analyses were conducted using SAS version 9.4. P values for differences between two groups were not reported because of the large sample size.
Results
Demographic characteristics
Demographic characteristics of the study population are shown in Table 1 . In total, there were 769,484 (58.88%) coastland patients and 537,411 (41.12%) inland patients. The proportion of male patients were more than that of female patients (56.87% VS 43.13%); 80% of 1,306,895 patients aged older than 44 years; Most patients (70.58%) were admitted in the hospitals above county level; The proportion of low-income patients in inland was 1.8 times than that in coastland (5.24% VS 2.91%); About 13% of 1, 306,895 patients had undergone surgery; The proportions of patients with stomach/duodenum, lung/ bronchia and esophagus cancer were the top three, accounting for 13.60, 13.10 and 9.99%, respectively. Table 2 shows the study population composition in the subgroups from 2007 to 2016. Over time, the number of patients gradually increased. The trend in the subgroups was the same as the total. 
Hospitalization expenses
Among patients without surgery, coastland patients had higher hospitalization expenses than inland patients during the study period. The hospitalization expenses between 2007 and 2010 as a whole were higher than those between 2011 and 2016. The relative difference (95% CI) between coastland and inland in hospitalization expenses was moving closer to 1.0 from 2007 to 2010, implying that the disparity between two areas significantly narrowed. The hospitalization expenses slightly increased from 2011 to 2014 and obviously decreasd from 2014 to 2016. The range of change was similar between coastland and inland from 2011 to 2016, implying that the disparity between two areas in hospitalization expenses did not significantly change ( Fig. 1a ). Among patients with surgery, coastland patients had higher hospitalization expenses than inland patients. The hospitalization expenses were highest in 2014 and lowest in 2016. The range of change was similar between coastland and inland from 2011 to 2016, implying that the disparity between two areas in hospitalization expenses did not significantly change ( Fig. 2a ). Figure 2b shows the change of the disparity between coastland and inland in surgery expenses from 2011 to 2016. The differences between coastland and inland patients in surgery expenses were all not statistically significant between 2011 and 2015. The surgery expenses were lowest in 2011 and highest in 2016. The range of increase for surgery expenses was similar between coastland and inland from 2011 to 2015, implying that the disparity between two areas did not significantly change. The surgery expenses of inland patients became higher than those of coastland patients in 2016
Surgery expenses
Reimbursement ratio
Among patients without surgery, coastland patients had lower reimbursement ratio than inland patients and the highest reimbursement ratio was still below 50% during the study period. The range of increase for reimbursement ratio was similar between coastland and inland from 2007 to 2010, implying that the disparity between two areas did not significantly change. The relative difference (95% CI) between coastland and inland in reimbursement ratio was moving away from 1.0 from 2011 to 2014 and moving close to 1.0 from 2014 to 2016, as a result that the disparity between two areas in reimbursement ratio went back to the level in 2011 ( Fig. 1b ).
Among patients with surgery, coastland patients had lower reimbursement ratio than inland patients between 2013 and 2015. The highest reimbursement ratio was even below 45% during the study period. The relative difference (95% CI) between coastland and inland in reimbursement ratio was moving away from 1.0 from 2011 to 2014 and moving close to 1.0 from 2014 to 2016, as a result that the disparity between two areas in reimbursement ratio went back to the level in 2011 (Fig. 2c ).
Ratio of out-of-pocket expenses to disposable income
Among patients without surgery, the OOP ratio decreased from 2007 to 2010 but was still higher than 1.0 in 2010. The relative difference (95% CI) between coastland and inland in OOP ratio was moving closer to 1.0 from 2007 to 2009, implying that the disparity between two areas significantly narrowed. The OOP ratio of coastland patients became lower than or no statistical difference from that of inland patients started from 2010. The OOP ratio continuously decreased from 0.7 in 2011 to 0.4 in 2016. The range of decrease for OOP ratio was similar between coastland and inland from 2011 to 2016, implying that the disparity between two areas did not significantly change (Fig. 1c ).
Among patients with surgery, coastland patients had lower OOP ratio than inland patients during the study period. The OOP ratio was lowest, but the out-of-pocket expenses still exceeded annual disposable income in 2016. The range of decrease for OOP ratio was similar between coastland and inland from 2011 to 2016, implying that the disparity between two areas did not significantly change (Fig. 2d ).
Stratified analysis by household income situation
The above analyses were repeated for non-low income and low-income patients separately. Lowincome patients had lower medical expenses and OOP ratio, and higher reimbursement ratio than non-low income patients. The disparity between coastland and inland in medical expenditure burden depended on the household income situation. For non-low income patients, the trend of the disparity between coastland and inland in medical expenditure burden was the same as the total ( Supplementary  Figure 1 and Supplementary Figure 2) . For low-income patients, the results were different from the total, as following:
(1) Hospitalization expenses: The differences between coastland and inland patients with surgery in hospitalization expenses were not statistically significant. Whether among patients without or with surgery, the range of change was similar between coastland and inland over time, implying that the disparity between two areas in hospitalization expenses did not significantly change (Figs. 3a and 4a); (2) Surgery expenses: There were no statistical differences in surgery expenses between coastland and inland patients during the study period. The range of change was similar between coastland and inland from 2011 to 2016, implying that the disparity between two areas in surgery expenses did not significantly change (Fig. 4b) ; (3) Reimbursement ratio: Among patients without surgery, the reimbursement ratio increased among coastland patients and decreased among inland patients, and the relative difference (95% CI) between coastland and inland in reimbursement ratio was moving closer to 1.0 from 2008 to 2010, implying that the disparity between two areas significantly narrowed. The range of change was similar between coastland and inland from 2011 to 2016, implying that the disparity between two areas in reimbursement ratio did not significantly change (Fig. 3b ).
Among patients with surgery, the reimbursement ratio of coastland patients was higher than that of inland patients before 2013 and became no statistical difference from that of inland patients started in 2014. The relative difference (95% CI) between coastland and inland in reimbursement ratio was moving closer to 1.0 from 2011 to 2016, implying that the disparity between two areas significantly narrowed (Fig. 4c ).
(4) Ratio of out-of-pocket expenses to disposable income: Whether among patients without or with surgery, the differences between coastland and inland patients in OOP ratio were not statistically significant in most years. The range of change was similar between coastland and inland over time, implying that the disparity between two areas in OOP ratio did not significantly change (Figs. 3c and 4d ).
Discussion
The data of medical expenses from the medical records of inpatients with NRCMS in Fujian Province showed that the NRCMS had made some achievements but its protective effect was limited. The hospitalization expenses and OOP ratio had decreased, and reimbursement ratio had increased for rural patients with malignant tumor from 2007 to 2016. However, the reimbursement ratio was still less than 50% and the out-of-pocket expenses still exceeded annual disposable income among patients with surgery in 2016. The disparity between coastland and inland in medical expenditure burden had statistically narrowed from 2007 to 2010, but the disparity between two areas did not significantly change from 2011 to 2016 whether among patients without or with surgery. The Statistical Yearbook of Fujian province in 2017 reported that the number of rural population had gradually declined from 17.56 million in 2007 to 14.10 million in 2016 due to rural urbanization [18] . Conversely, this study displayed that the number of rural inpatients with malignant tumor gradually increased during the same period. To some extent, the inconformity indirectly reflected that the prevalence rate of malignant tumor continuously increased. With the development of economy, the per capita disposable income and health awareness of residents increased so that the residents would go to hospital when they were ill [19, 20] . In addition, the unceasing improvement of NRCMS promoted the participation rate increasing which also resulted in the rise of hospital admissions [21, 22] .
The State Council of China increased investments to deepen the health-care system reform between 2009 and 2011 [23, 24] . This reform focused on five aspects: basic medical security system, essential medicine system, grassroots health care services system, equity of (See figure on previous page.) Fig. 2 Changes of the disparity between coastland and inland in medical expenditure burden from 2011 to 2016 among patients with surgery. a Hospitalization expenses which were all medical expenses incurred during the hospitalization (yuan); b Surgery expenses (yuan); c Reimbursement ratio (%); d Ratio of out-of-pocket expenses to disposable income. Relative difference: Mean (A) divided by Mean (B); CI, Confidence interval; Adjusted: Adjusting for gender, age, tumor site and hospital level; Std, Standard deviation public health service and public hospitals reform, which aimed to reduce the disease economic burden and improve the accessibility and equity of health service for residents [25] . Although the hospitalization expenses increased, the reimbursement ratio increased and OOP ratio decreased, and the disparity between coastland and inland in medical expense indicators had statistically narrowed from 2007 to 2010. This study also showed that hospitalization expenses and OOP ratio rapidly declined starting from 2011 and reimbursement ratio was highest in 2012. These results verified the achievements which had been made by the deepening reform on health-care. The hospitalization expenses and OOP ratio had slight rise and reimbursement ratio had about 5% reduction in 2014 compared to the previous year. It may be related to the positive effect of deepening reform on health-care gradually diminishing over time [26] . With some problems which occurred during the deepening reform stage solved and the reform further deepened [27] , the hospitalization expenses and OOP ratio decreased and the reimbursement ratio increased again from 2015. However, the disparity between coastland and inland in medical expense indicators did not significantly change from 2011 to 2016.
High-level hospitals with high-quality medical resources, including sophisticated experts, advanced equipment, high-quality medical service and so on, were mainly concentrated in coastland, accompanied with higher medical expenses than those in inland [27, 28] . Some inland patients who needed surgery and had better economic condition would tend to be admitted in high-level hospitals, expecting higher likelihood of survival. In this case, they faced higher consumption level which may be the reason the surgery expenses obviously increased. In contrast to increased surgery expenses, the hospitalization expenses decreased which may be associated with the positive effect of National Essential Medicines Policy on reducing medicines expenses [29, 30] .
The inland patients had higher reimbursement ratio than coastland patients that may be due to the following two reasons: First, inland patients would tend to choose the treatments and pharmaceuticals which could be covered by medical insurance reimbursement directory. Second, the government took a series of measures for low-level hospitals to reallocate the medical resources, in order to encourage the patients to be admitted in hospitals which located in their place of household [31] . One of the measures is to decrease deductible and increase reimbursement ratio in low-level hospital. The average level of deductible (reimbursement ratio) was 200 yuan (70-90%) in township hospitals, 500 yuan (60-80%) in county hospitals, 800 yuan (50-70%) in municipal hospitals and 1500 yuan (45-60%) in provincial hospitals.
Although NRCMS played an important role in reducing medical expenses and increasing reimbursement ratio for rural inpatients with malignant tumor, their medical expenditure burden was still heavy. This study showed that out-of-pocket expenses were in decline from 2007 to 2016, but they still accounted for more than 55% of hospitalization expenses in 2016. It was obviously different from that the proportion of individual medical expenditure decreased from 44.05% in 2007 to 28.78% in 2016 which was reported by China Health Statistical Yearbook in 2017 [32] . Nevertheless, the difference could be explained. Most of rural resident had no regular physical examination for economic reasons. They were usually diagnosed as malignant tumor in middle and / or late stage with serious condition [33, 34] . In addition, the treatment of malignant tumor was more complicated and the treatment cycle was longer than the other diseases, and fewer anticarcinogens were covered by medical insurance reimbursement directory [35] . Therefore, the proportion of individual medical expenses for patients with malignant tumor was much higher than the average level. Furthermore, per capita annual disposable income of Fujian rural residents increased year by year, but the OOP ratio was about 40% among patients without surgery and even 1.2 times among patients with surgery in 2016. The inland patients had higher OOP ratio than coastland patients. These findings implied that it was absolutely a catastrophic event if only one person in a family suffered from malignant tumor in China, especially for inland families.
Low-income residents whose household per capita income were below the local minimum living standard were admitted to participate in the basic medical insurance system with lower insurance premium than non-low income residents [23, 25] . When they get illness, they can be safeguarded by medical assistance system except for basic medical insurance system with lower deductible and higher reimbursement ceiling than non-low income patients [25, 31, 36] . Besides, low-income patients would tend to choose conservative treatment and the treatments which could be covered by medical insurance reimbursement directory. These were consistent with the results of this study that low-income patients had lower medical expenses and OOP ratio, and higher reimbursement ratio. The difference between coastland and inland low-income patients in OOP ratio was not statistically significant, implying that the medical expenditure burden was similar between two areas. Several issues should be considered in this study. First, the trend of disparity between coastland and inland in medical expenditure burden for patients with surgery from 2011 to 2016 was assessed due to few data before 2011. Second, because of the long time span and purpose to determine whether the changes of disparity differed across surgery or not, the trend of disparity between coastland and inland were reported in two phases: from 2007 to 2010 and from 2011 to 2016. Third, the findings of multivariate analyses which were adjusted for gender, age, tumor site and hospital level were only described in the Results section; Finally, two limitations should be considered: the individual income could not be assessed limited by the data source. However, the per capita annual disposable income of each county was using which could also reflect the income situation of patients to some degree; Because medical record management systems differed across different hospitals, a patient whom may be admitted to different hospitals across regions could not be traced.
Conclusions
Under the effect of NRCMS, the hospitalization expenses and OOP ratio decreased, and reimbursement ratio increased for rural inpatients with malignant tumor from 2007 to 2016. The disparity between coastland and inland in medical expenditure burden had statistically narrowed from 2007 to 2010, but the disparity between two areas did not significantly change from 2011 to 2016 whether among patients without or with surgery. As a whole, the inland patients had heavier medical expenditure burden than coastland patients. Because of economic factors and medical assistance policies, the medical expenditure burden was similar between coastland and inland low-income patients. (See figure on previous page.) Fig. 4 Changes of the disparity between coastland and inland in medical expenditure burden from 2011 to 2016 among low-income patients with surgery. a Hospitalization expenses which were all medical expenses incurred during the hospitalization (yuan); b Surgery expenses (yuan); c Reimbursement ratio (%); D: Ratio of out-of-pocket expenses to disposable income. Relative difference: Mean (A) divided by Mean (B); CI, Confidence interval; Adjusted: Adjusting for gender, age, tumor site and hospital level; Std, Standard deviation
